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This study is a primary data collection that varied patient race and diagnosis and used two
diagnostic interviewing conditions: one clinician-structured (phase one) and the other a semi-
tructured diagnostic instrument (phase two). Four basic research questions are addressed: What
is the relationship between race and the hospital diagnosis? How is race related to diagnosis
in both research interviewing conditions? Why does diagnostic concordance between the hos-
pital diagnosis and the research diagnosis vary by research interviewing condition? Is diag-
nostic concordance between the hospital and research diagnosis influenced by patient race? A
total of 291 patients completed an interview during phase one, while 665 patients completed
an interview during phase two. Blacks were more likely to receive a hospital diagnosis of
schizophrenia and less likely to be diagnosed with mood disorder. Patient race was similarly
related to the research diagnoses produced in the clinician-structured research condition (phase
one). Although less pronounced, a higher percentage of African Americans than whites
received a diagnosis of schizophrenia using the semi-structured DSM-III-R Symptom Checklist
(phase two). The black-white distribution for mood disorders showed that whites were more like-
ly than blacks to be diagnosed with mood disorder. (J Nad Med Assoc. 1 999;91 :601-61 2.)
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The National Institute of Mental Health (NIMH)
Epidemiologic Catchment Area (ECA) Program's'
use of the Diagnostic Interview Schedule to estimate
the prevalence of diagnostic categories dramatically
influenced the nature of African American mental
health research. Soon after the dissemination of the
ECA results, the epidemiologic task became one of
calculating racial* differences in the prevalence of
discrete disorders like depression, schizophrenia,
and phobia.2-4 The assumption that the clinical diag-
nostic process could be effectively translated to the
community survey increased interest in studying
psychiatric diagnosis for African Americans.5"11

Numerous studies of patient samples have shown
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that whites are more likely than blacks to be diag-
nosed with a mood disorder and that African
Americans are more likely than whites to be diag-
nosed with schizophrenia.'2'13 There has been much
discussion, however, about how to interpret the
meaning of these relationships. Many scholars reject
the notion that African Americans actually have
higher rates of schizophrenia; neither do they accept
the finding of lower rates of mood disordesr among
blacks compared to whites.14 Instead, many argue
that African Americans are routinely misdiagnosed.

The argument that African Americans are at
higher risk of misdiagnosis than whites has been a
provocative topic of discussion among psychiatric
researchers since the publication of a series of influ-
ential papers in the early and middle 1980s. 14-20 The
fundamental premise espoused by most scholars
working on the problem of diagnosis with African
Americans is that not enough attention is paid to
sociocultural differences in the presentation and
interpretation of psychopathology.20-24 Specifically,
researchers suggest that unfamiliarity with the cul-
tural aspects of African-American behavior and lan-
guage leads to misinterpretation and misdiagnosis of
African-American patients.'9
A first reading of the misdiagnosis literature gives

the impression that the routine misdiagnoses of
African Americans is a well-documented fact.5'6'25-29
A careful review of the empirical research literature
reveals, however, that the data bearing on this topic
are neither clear nor definitive.12'13"5'16'30 Few studies
of misdiagnosis collect data directly from African-
American patients. Many of the articles in this area
are analogue studies,31'32 retrospective chart
reviews,5'33-35 and reviews of the literature. 10,13,28-30,36-38
Thus, while treatment statistics suggest that schizo-
phrenia is over-diagnosed in African Americans,
there remains a need for more in-depth exploration
of this issue.
One group of studies is particularly intriguing and

*The term "race" is used to refer to a socially constructed cat-
egory of limited biological and genetic significance primarily
because there is as much genetic variation within any so-called
racial group as there is between any two groups. As such, the
term "race" overlaps with such concepts as ethnicity and culture.
Certainly, there is considerable ethnic variation within both the
so-called black and white groups, but it is beyond the scope of the
present investigation to present within group ethnic differences at
this time. This article uses the term race as a convenient descrip-
tor to refer to a research variable (operationally defined by self-
identification of the respondent) shown to be associated with
important mental health outcomes.

worthy of closer inspection. This body of work com-
pares diagnostic outcomes under different
clinical interviewing conditions. Specifically, the
research design compares the admitting diagnosis
arrived at through typical hospital or clinic assess-
ment procedures with a research diagnosis usually
arrived at using more precise diagnostic criteria and a
semistructured diagnostic instrument. Many of these
studies find that diagnostic agreement between the
hospital's diagnosis and the research diagnosis are
lower for black patients than it is for white
patients.25'39-45 Thus, for example, African Americans
admitted to a facility with a diagnosis of schizophre-
nia are more likely than whites to be reclassified as
depressed by the research diagnosis. In other words,
research clinicians, using semistructured diagnostic
instruments, and hospital clinicians, using more typi-
cal interviewing procedures, are more likely to arrive
at divergent diagnostic conclusions for African-
American patients than for white patients.

Two studies conducted more than 20 years apart
serve as illustrations. Simon et a143 found that 15% of
the white patients but none of the black patients in
their sample received a hospital diagnosis of depres-
sion; all of the black patients received a hospital
diagnosis of schizophrenia. In contrast, the research
project, using a semistructured interview, diagnosed
60% of the black patients as depressed. Similarly,
while Strakowski et a135 reported no black-white dif-
ferences in research diagnoses, African Americans
were significantly more likely to receive a hospital
diagnosis of schizophrenia. Such patterns are consis-
tent with the misdiagnosis hypothesis, assuming that
clinicians using semistructured instruments and
explicit criteria are, because of the guidelines and
instructions, built into the instrument, less influ-
enced by ethnocentric beliefs and, therefore, more
likely to be accurate.15'35'46
When the Diagnostic and StatisticalManual ofMental

Disorders (DSM-HJ) was released, numerous authors
speculated that the influence of racial and ethnic
stereotyping on diagnosis would be reduced because
the diagnostic criteria for such disorders as depression
and schizophrenia were more clearly specified.l15,l8
They saw the specification of defined criteria for each
diagnostic category as an attempt to minimize differ-
ences in the diagnostic habits of clinicians. As a result,
the availability of semistructured diagnostic instru-
ments and the increased dissemination of specific
diagnostic criteria permit unique and important
opportunities to investigate questions of how racial
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factors influence the diagnostic process. Comparing
diagnosis under conditions influenced by a semi-
structured instrument to diagnostic assessments made
by clinicians under typical clinical interviewing pro-
cedures can reveal instances of diagnostic divergence
that can point to mental disorders that are especially
challenging for clinicians working with African
Americans. The ability to pinpoint and further
explore the specific instances of diagnostic diver-
gence that are related to race provide new opportuni-
ties for addressing long-standing problems in the
diagnosis of African-American patients.

This article presents findings from a study of
racial influences on psychiatric diagnosis.47
Specifically, this study presents results of a large pri-
mary data collection that varied patient race
(African American and white), diagnosis (schizo-
phrenia and mood disorder) and two diagnostic
interviewing conditions, one clinician-structured
and the other using a semistructured diagnostic
instrument. These two data collections (referred to
as phase one and phase two) were conducted on dif-
ferent patients and used different diagnostic inter-
viewing procedures. Phase one used an interviewing
procedure that allowed the clinician complete free-
dom to pursue the diagnosis, while phase two used
a semistructured instrument, the DSM-III-R
Symptom Checklist.48 While some studies have
demonstrated that acceptable levels of diagnostic
reliability can be achieved when clinicians are
trained to use DSM criteria along with a semistruc-
tured diagnostic instrument, their relationship to the
"real-world" conditions within which most clinicians
work is unclear. In fact, some are skeptical about the
degree to which clinicians actually use DSM criteria
in making diagnoses.49 Decision-making in actual
clinical settings involves the integration of profes-
sional discretion and accepted models of observa-
tion and inference (eg, DSM). Given that the pur-
pose of the study was to explore racial influences on
diagnosis, we included as one interviewing condi-
tion a naturalistic design that would approximate
the process of psychiatric diagnostic inference as it is
actually practiced.

The use of two research diagnostic assessment
procedures permits us, for the first time, to test
whether the relationship between patient race and
concordance between hospital and research diagno-
sis differs by interviewing condition. The analysis of
data collected under two different diagnostic assess-
ment procedures permits a comparison of the rela-

tive rates of diagnostic concordance across patient
race (ie, diagnostic divergence across black and
white patients) as impacted by clinician discretion. In
short, the ability to view diagnostic divergence under
interviewing conditions that differ in the degree to
which clinicians adhere to, and thus are influenced
by, DSM criteria allows a more explicit test of how
the use of DSM criteria and semistructured instru-
ments affects race and psychiatric diagnosis.

In summary, the logic of the argument is as fol-
lows. First, it is assumed that the true prevalence of
schizophrenia and depression is equal for blacks and
whites. 1,50 As a result, it is also assumed that the rela-
tionship of race to diagnosis reported in numerous
rates-under treatment studies, rather than a result of
the underlying distribution of psychiatric morbidity
in the general populations, results from a tendency to
overdiagnose schizophrenia and to underdiagnose
depression in blacks relative to whites. This tenden-
cy toward misdiagnosis is viewed as a function of a
lack of awareness to ethnic and cultural differences in
the experience and expression of psychopatholo-
gy11"2 The influence of these factors on diagnosis is
exacerbated by assessment techniques which allow
personal biases and erroneous assumptions to influ-
ence the diagnostic process. Explicit diagnostic crite-
ria such as those published in the various DSMs
along with the use of semistructured diagnostic
instruments are thought to significantly reduce such
clinician bias largely because they reduce clinician
discretion by standardizing and clarifying such
important variables as diagnostic symptom sets,
inclusion and exclusion criteria, and the appropriate
sequencing of questions. It is thought these factors
encourage a more thorough assessment by discour-
aging the premature termination of pursuing a par-
ticular diagnostic hypothesis, resulting in a more
accurate diagnosis.

Based on the literature and the argument outlined
above, four basic research questions are addressed.
First, what is the relationship between race and the
hospital diagnosis? Second, how is race related to
diagnosis in both research interviewing conditions?
Third, how does diagnostic concordance between
the hospital diagnosis and the research diagnosis
vary by research interviewing condition? Fourth, is
diagnostic concordance between the hospital and
research diagnosis influenced by patient race? Based
on the ideas and assumptions contained in the race
and diagnosis literature and these four research
questions, the following hypotheses are tested:

JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION, VOL. 91, NO. 11 603



PSYCHIATRIC DIAGNOSIS OF AFRICAN AMERICANS

* Hypothesis 1. When exploring the relationship
between patient race and the hospital diagnosis,
African American patients will be more likely than
white patients to receive a hospital diagnosis of
schizophrenia and less likely to receive a hospital
diagnosis of depression.
* Hypothesis 2. When exploring the relationship
between patient race and the research diagnosis,
African American patients will not differ from
whites in the likelihood of receiving a diagnosis of
schizophrenia or depression.
* Hypothesis 3. Agreement between the hospital
diagnosis and the research diagnosis will vary with
the research diagnostic assessment procedure.
Specifically, agreement between the hospital diag-
nosis and the research diagnosis will be higher when
the research diagnosis procedure is clinician-struc-
tured (phase one) than when the research diagnostic
procedure is guided by the DSM-III-R Symptom
Checklist (phase two).
* Hypothesis 4. Patient race will not modify the pat-
tern of agreement between the hospital diagnosis
and research diagnosis. Specifically, we expect high-
er agreement between the hospital diagnosis and the
research diagnosis for the clinician-structured (phase
one) condition than for the semistructured instru-
ment condition (phase two using the DSM-III-R
Checklist) for both black and white patients.

MATERIALS AND METHODS
Research Site

This research was conducted at a 148-bed state
psychiatric facility located in a large Midwestern
urban setting. The hospital was a state accredited,
psychiatric facility and internationally recognized
training facility for the full-spectrum of mental
health personnel, including psychiatrists, psychiatric
social workers, clinical psychologists, occupational
therapists, nurses and special education teachers.
Because of its location in an urban setting, the hos-
pital occupied a unique position as a major provider
in a full range of socio-psychiatric services. The hos-
pital's clinical facility was a natural laboratory set-
ting for research to study the urban chronically men-
tally ill and, as such, provided a patient population
comparable to that treated by other public urban
hospitals.

Patients
African-American and white adult inpatients with

an admitting diagnosis of schizophrenia (including

schizoaffective disorder but not schizophreniform)
or mood disorder (including bipolar, manic episode
and major depression) were eligible to participate in
the study. To encourage participation, patients were
paid $5 for each completed interview. Patients were
allowed to terminate the interview at any time for
any reason without losing financial compensation.
Each patient was interviewed by clinicians blind to
the hospital's admitting diagnosis. A total of 291
patients completed a diagnostic interview during
phase one, while 665 patients completed an inter-
view during phase two. This is a large data collec-
tion when compared to other diagnostic studies of
African Americans, which typically range between
50 and 100 patients8'41'51 to a high of around 350.26,52

Interviewer Selection and Training
Research interviewers were recruited from three

local psychiatric residency program." Residents who
expressed an interest in the study were interviewed
by a senior clinical psychologist who served as an on-
site clinical coordinator for the study. Fifteen African-
American and other ethnic (white, Middle-Eastern,
and African) third- and fourth-year psychiatric resi-
dents served as interviewers. Applicants for inter-
viewing positions were screened for their experience
and ability to work with low-income African-
American patients, which the research staff felt was
essential to successfully recruit patients into the study.
Interviewers were carefully trained on how to
approach patients, introduce the study, obtain written
consent, and administer the diagnostic instruments.

Instruments
In the clinician-structured (phase one) condition,

interviewers were told to conduct a 35- to 40-minute
clinical interview with the patient in any manner
they chose and to make a DSM-III-R diagnosis
(making sure to cover the diagnoses of depression,
mania, antisocial personality, schizophrenia, and
substance abuse disorder), thus approximating nor-
mal clinical diagnostic procedures. A shortened ver-
sion of the DSM-III-R Symptom Checklist was used
for phase two of the study. The DSM-III-R Symptom
Checklist consists of a list of DSM-III-R criteria for
adult psychiatric disorders which guides the clini-
cian in making a diagnostic assessment. While the
checklist does not require diagnosticians to ask ques-
tions verbatim, it does instruct the clinician to cover
the range of symptoms associated with a particular
diagnostic category. This instrument covered the
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same disorders mentioned in the interviewer
instructions for phase one of the study. In this inter-
viewing condition, clinicians were able to probe
freely until they were satisfied they had gained a
thorough understanding of the symptom in ques-
tion, which they then coded as present, absent or
uncertain. Depending on the pattern of patient
responses and symptom codes, the instructions led
the clinician through DSM-III-R inclusion and
exclusion rules to facilitate making a final diagnostic
judgement. It is important to realize that the DSM-
III-R Checklist is a comprehensive, semistructured
clinical instrument that does not permit a diagnosti-
cian to prematurely "skip out" of pursuing a partic-
ular diagnostic category. It requires clinicians to
cover the entire group of symptoms associated with
a particular diagnostic category, thereby guarantee-
ing that the DSM criteria set for a particular diag-
nosis is actually applied.

RESULTS
Tables 1 and 2 present the sociodemographic dis-

tributions for both phase one and two data collec-
tions. In general, both samples are predominantly
African American and male. Specifically, the phase
one clinical sample is 72% African American and
the phase two sample is 81% African American.
Table 1 also shows that phase one patients are 60%
male, while phase two are 65% male. The average
education was 11.4 and 11.1 years for phases one
and two, respectively. Patient age was also similar
across both study phases. Patients on average were
just under 37 years old. Table 2 shows how sex, age
and education are distributed for black and white
patients for both data collections. In general, the
black and white patients do not differ demographi-
cally. There are two exceptions. In phase one,
African-American patients were more likely than
whites to be male. In phase two, whites were older
than blacks but the difference was not statistically
significant.

Table 3 shows the findings relevant for testing
hypothesis 1. Hypothesis 1 predicted that for both
study phases, African American patients would be
more likely than white patients to receive a hospital
diagnosis of schizophrenia and less likely to receive
a hospital diagnosis of depression. The percentages
in Table 3 show that in phase one, compared to
white patients, African Americans were significantly
more likely to receive a hospital diagnosis of schizo-
phrenia and less likely to receive a diagnosis of

Table 1. Sociodemographic Characteristics
for Study Participants

Phase One Phase Two
No. (%) No. (/o)
(n=291) (n=665)

Race
White 83 (28.5) 124 (18.7)
Black 208 (71.5) 540 (81.3)

Sex
Female 1 17 (40.2) 235 (35.3)
Male 174 (59.8) 430 (64.7)

Education
s11 yr 102(37.5) 285(46.1)
- 1 2 yr 170 (52.5) 333 (53.9)

Age
635yr 111 (49.1) 312(47.5)
:-36yr 115(50.9) 345 (52.5)

mood disorder. Sixty-two percent of African-
American patients were diagnosed with schizophre-
nia by the hospital. This compares to 40% of the
white patients. For mood disorders, 40% of whites
and 28% of blacks were so diagnosed. Blacks and
whites were equally distributed in the "other" (ie,
substance abuse, organic brain disorder and adjust-
ment disorder) category, 110% and 10%, respectively.
Although the data for hospital diagnosis are in the
predicted direction with respect to the phase two
data collection, the black-white differences are less
striking. Blacks were more likely to receive a diag-
nosis of schizophrenia and less likely than whites to
be diagnosed with a mood disorder, but the differ-
ences were not statistically significant. Thus, hypoth-
esis 1 is only partially supported.

Because of the ambiguity of the chi-square results,
we decided to perform a more rigorous test of
hypothesis 1. Hypothesis 1 predicts a main effect of
race and diagnosis across study phases, a prediction
best tested within a multivariate statistical design.
Specifically, a multinomial logistic regression analy-
sis was performed to test the relationships among
data collection/interview methods/condition (phase
one, phase two), race (black, white) and gender
(male, female). This analysis found a main effect of
race on diagnosis such that in comparison to whites,
black patients were 1.57 times more likely to receive
a diagnosis of schizophrenia than mood disorder.

Table 4 addresses hypothesis 2, which predicted
that the relationship between patient race and
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Table 2. Sociodemographic Characteristics for Phase One and Phase Two Data Collections Separately
for Black and White Patients
Phase One Phase Two

No. %/o) White No. (%) Black No. (o) White No. (%) Black
Sex*
Female 41 (49.4) 76 (36.5) 48 (38.7) 186 (34.4)
Male 42 (50.6) 132 (63.5) 76 (61.3) 354 (65.6)

Aget
s35 yr 25 (46.3) 86 (50.0) 44 (36.1) 268 (50.2)
:36 yr 29 (53.7) 86 (50.0) 78 (63.9) 266 (49.8)

Education
s<1 1 yr 26 (33.8) 76 (39.0) 47 (40.2) 238 (47.6)

| 312yr 51 (66.2) 119(61.0) 70 (59.8) 262 (52.4)
*Phase one: sex X2 (1 )=4.08, P<.05.
tPhase two: age X2 (1)=7.94, P<.01.

research diagnostic outcomes would differ by the
research diagnostic interviewing procedure. Speci-
fically, we predicted that patient race would be relat-
ed to the research diagnosis in the clinician-struc-
tured condition only. Table 4 shows, however, that
patient race was significantly related to the research
diagnoses produced in both phases one and two,
although the relationship was much stronger for
phase one. Looking first at the diagnosis of schizo-
phrenia, Table 4 shows that African-American
patients were significantly more likely than whites to
receive a research diagnosis of schizophrenia in
phase one. Specifically, 56% of the African-
American patients compared to 37% of the whites
were diagnosed as having schizophrenia using the
clinician-structured assessment. Table 4 also shows
that the phase one research clinicians found signifi-
cant race differences in mood disorders, again in the
expected direction. Whites were more likely than
blacks to be diagnosed with a mood disorder, 47%
and 24% respectively. Finally, black patients were
slightly more likely to be diagnosed into the "other"
category (21% versus 16%). In contrast to the pre-
dictions in hypothesis 3, African American patients
were also more likely than whites to receive a diag-
nosis of schizophrenia using the semistructured
DSM-III-R Checklist. Specifically, 31% of the white
patients received a research diagnosis of schizophre-
nia, compared to 39% of the African-American
patients. The black-white distribution for mood dis-
orders is also similar to that found in phase one.
Whites were more likely than blacks to receive a

research diagnosis of mood disorder (33% versus
21%). Finally, the DSM-III-R Checklist is much
more likely than the clinician-structured assessment
to rediagnose patients into the "other" category-
36% of the white patients and 40% of the African-
American patients were diagnosed with something
other than schizophrenia or mood disorder by the
phase two research clinicians. There were no black-
white differences in the distribution of the "other"
category.

In summary, Table 4 shows that there is a signifi-
cant relationship between patient race and the dis-
tribution of research diagnoses for phase one (the
clinician-structured interviewing condition) and for
phase two (the semistructured condition). African
Americans were more likely than whites to receive a
research diagnosis of schizophrenia and less likely
than whites to receive research diagnosis of mood
disorder in both interviewing conditions. The find-
ings are not consistent with hypothesis 3, although
the black-white differences in the research diagnoses
are not as pronounced with the DSM-III-R
Checklist.

Table 5 presents a direct test of hypotheses 3 and
4 by presenting the concordance between the hospi-
tal and research diagnoses for both phase one and
phase two. Hypothesis 3 predicted higher agree-
ment between the hospital diagnosis and the
research diagnosis for the clinician-structured (phase
one) research diagnosis than for the semistructured
diagnostic assessment (phase two). Hypothesis 4
stated that patient race would not modify the pattern
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Table 3. Relationship between Patient Race and Hospital Diagnoses for
Phase One and Phase Two Data Collections

% Schizophrenia % Mood Disorder % Other n

Phase One*

White 40 49 11 80
Black 62 28 10 203
Phase Twot
White 49 39 12 119
Black 58 32 10 515

*x2 (2)=1 2.19, P<.01.
tX2 (2)=3.39, P=.18349.

Table 4. Relationship between Patient Race and Research Diagnoses for
Phase One and Phase Two Data Collections

% Schizophrenia % Mood Disorder % Other n

Phase One*

White 37 47 16 83
Black 56 24 21 207
Phase Twot
White 31 33 36 124
Black 39 21 40 537

*x2 (5)=15.31, P<.001.
tX2 (5)=8.87, P<.01.

of agreement stated in hypothesis 3.
Table 5 presents the dichotomous percentage dis-

tribution of schizophrenia compared to all other
diagnoses for the total sample as well as for blacks
and whites. Table 5 shows that the research diag-
nosticians often disagreed with the hospitals' diag-
nosis. Twenty-seven percent of the patients in phase
one and 44% of the patients in phase two who were
diagnosed with schizophrenia by the hospital
received a different diagnosis from the research clin-
icians. The rediagnosis rates for patients admitted
with "other" diagnoses (ie, mostly substance abuse)
are lower. Twenty percent of phase one and 15% of
phase two patients with other nonschizophrenic
diagnoses were changed to a diagnosis of schizo-
phrenia by the research clinicians. Table 5 also
shows how these basic patterns are modified by
patient race. This pattern of rediagnosis occurs for
both black and white patients. One-quarter of the
black patients in phase one and 43% of the black

patients in phase two are re-classified to some other
disorder. Similarly, 38% (phase one) and 48% (phase
two) of the white patients admitted with a diagnosis
of schizophrenia were reclassified to some other
diagnosis.

Table 5 shows the kappa values depicting diag-
nostic agreement (schizophrenia, not-schizophrenia)
between the hospital and research diagnoses. As
predicted, agreement between the clinical diagnosis
and the research diagnosis was higher in the clini-
cian-structured interviewing condition than in the
semistructured interviewing condition. The overall
kappa for phase one was .518, while the overall
kappa for phase two was .392, a difference that is
significant at the .01 level. Thus, hypothesis 3 is sup-
ported by the data. Agreement between the hospital
and research diagnosis is higher for the phase one
clinician-structured diagnosis condition than for the
phase two DSM-III-R Symptom Checklist condi-
tion. Hypothesis 4, on the other hand, was not sup-
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Table 5. Relafionship between Hospital and Research Diagnosis for Phase One and Phase Two Data Collections:
Schizophrenia versus all Other Diagnoses

Phase One Research Diagnosis Phase Two Research Diagnosis
Admifting (Clinician-Structured Interview) (DSM-III-R Symptom Checklist)
Diagnosis % Schizophrenia Kappa n % Schizophrenia Kappa n

Total Sample'
Schizophrenia 73 .518 158 56 .392 356
All other diagnoses 20 124 15 276

White
Schizophrenia 63 .444 32 52 .372 58
All other diagnoses 19 48 15 61

Black
Schizophrenia 75 .522 126 57 .392 297
All other diagnoses 21 76 15 215
*The kappas for the total sample are significantly different.

ported. Patient race did modify this basic pattern of
agreement comparing phase one to phase two.
Among African Americans, agreement between the
hospital diagnosis and the research diagnosis was
higher in phase one (kappa of .522) than in phase
two (kappa of .392). The kappas for white patients
were .444 for phase one and .373 for phase two; this
difference was not significant.

DISCUSSION
Psychiatric diagnosis is centrally important to

quality of care precisely because it predicts and
informs treatment. Diagnosis is, however, extremely
difficult.53-55 It is particularly difficult for psychiatry
because the diagnosis of mental disorders depends
disproportionately on symptoms and behaviors
observed and reported by the patient or family, as
well as upon complicated inferences made by clini-
cians on the basis of these complex interpersonal
communications. All of this has to be processed and
interpreted by the clinician before arriving at a diag-
nostic decision. It is within this rich social milieu that
the issue of racial influences on psychiatric diagnosis
must be addressed.

The results presented above, while generally con-
sistent with the predictions set forth in the beginning
of the article, speak to the complicated nature of
teasing apart the manner in which race influences
diagnosis. The bivariate relationship between
patient race and the hospital diagnosis shows that
blacks are more likely to be diagnosed with schizo-

phrenia and less likely to be diagnosed with mood
disorder. These results conform quite nicely to the
typical diagnostic patterns seen in most rates-under-
treatment studies. Also as predicted, patient race
was significantly related to the research diagnoses
produced in the clinician-structured research diag-
nosis (phase one). Thus, it appears that permitting a
larger degree of clinician discretion in the inter-
viewing process allowed the "typical" diagnostic
patterns (eg, a higher rate of schizophrenia and
lower rate of mood disorder for blacks) to emerge.
In contrast to what was expected, a slightly higher
percentage of African-American patients than white
patients received a diagnosis of schizophrenia using
the semistructured DSM-III-R Symptom Checklist
(phase two). The black-white distribution for mood
disorders, while less pronounced, also was similar to
the typical racial pattern; whites were more likely
than blacks to receive a research diagnosis of mood
disorder.

The fact that phase one research clinicians were
more likely than phase two research clinicians to
find a higher prevalence of schizophrenia and lower
rate of mood disorder in blacks than whites supports
the argument that semistructured diagnostic instru-
ments based on explicit DSM criteria can "dampen"
the impact of race on diagnosis. This pattern is con-
sistent with the argument that reducing interviewer
discretion lessens the impact of racial factors on
diagnostic outcomes. The imposition of more struc-
ture influences clinicians to look at patients in a
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more comprehensive manner. Preconceived notions
clinicians may have about patients (based on factors
such as race, gender, socioeconomic status) are less
likely to influence how patients are assessed when a
semistructured instrument like the one used in this
study guides the clinician through the process.
Because of the nature of the DSM-III-R Symptom
Checklist, diagnostic interviews could not be trun-
cated by clinicians who might have been predis-
posed to arrive at a concrete diagnostic impression
very early in the interview. Instruments like the
DSM-III-R Symptom Checklist (or SCID) also influ-
ence clinicians to explore a wider variety of diag-
noses than they might on their own. It may be that
clinicians, knowing that blacks are more likely to be
diagnosed with schizophrenia, arrive prematurely at
diagnostic conclusions without adequately pursuing
all other possibilities. A semistructured instrument
such as the DSM-III-R Symptom Checklist encour-
ages clinicians to spend more time with African-
American patients and to pursue a variety of pos-
sibilities before making a final diagnosis.

Another way to look at these findings is to
emphasize that in general, both phase one and
phase two research diagnosticians disagreed often
with the hospitals' diagnosis. Many patients in both
data collections who were diagnosed as having
schizophrenia by the hospital received a different
diagnosis from the research clinicians. Although a
certain amount of "'rediagnosis" was expected, it is
surprising that so many patients, particularly those
admitted with a primary diagnosis of schizophrenia
were found by the research team to have a different
diagnosis. This pattern of "rediagnosis" occurred for
both black and white patients. One-quarter of the
black patients in phase one and 43% of the black
patients in phase two were reclassified from schizo-
phrenia to some other disorder. Similarly, 38%
(phase one) and 48% (phase two) of the white
patients admitted with a diagnosis of schizophrenia
were reclassified to some other diagnosis. Such find-
ings raise important questions about the accuracy of
diagnosis as it is performed under usual, everyday
and often difficult conditions.

Cross-cultural studies of psychiatric nosology and
diagnosis are problematic because the assumption of
significant racial differences in the expression of
mental disorder contradicts one of the basic compo-
nents of the neo-Krapelian perspective-that mental
disorders and their corresponding socially con-
structed diagnostic categories are discrete, distin-

guishable, and invariant across racial and ethnic
groups. There remains much skepticism about the
utility of explicit diagnostic criteria developed on
the basis of expert consensus in the treatment of
white adults when many still speculate about the sig-
nificance of black-white differences.22'56 Carter,57 for
example, points out that depressed blacks may pre-
sent with multiple somatic complaints rather than
dysphoric mood and that these complaints (such as
headaches, joint pains, impotence, palpitations, and
gastrointestinal symptoms) may "mask" depression
in blacks. Alarcon58 argues there is a growing body
of theoretical and clinical evidence that there are
cultural variations in the language of distress for
mood and anxiety disorders and that clinicians
should be more sensitive to the role and influence of
cultural factors in the assessment and interpretation
of symptoms.59 It is unclear whether DSM-IV ade-
quately addresses such cultural differences.

In clinical practice, diagnosis raises important
questions about how particular clinical judgments
are made. Does a decision to accept the presence or
absence of a symptom and the mapping of that
symptom onto the nosology result in a misinterpre-
tation of some cultural form because of difficulties in
the interaction between the clinician and the
patient? Any taxonomic system based on behavioral
and interpersonal interaction will raise such ques-
tions.38'60'6' As a result, there is a need for qualitative
data that address the social, interpersonal, and psy-
chological mechanisms that may influence diagno-
sis. More studies of the judgment process are need-
ed to enhance the understanding of how diagnosis
occurs in cross-ethnic contexts. Everyday diagnosis
assessment procedures can range from highly struc-
tured approximations of research diagnoses to
unstructured interviews depending almost entirely
on the decision processes of particular clinicians.
Unfortunately, there are not enough data addressing
such problems in natural diagnostic situations.62'63

These concerns underscore the need to obtain
more specific information about what clinicians are
actually doing in collecting information and in arriv-
ing at a diagnostic judgment with different types of
patients. Examination is needed both in standard
clinical practice situations and in more structured,
research-styled diagnostic situations, the former mir-
roring the facts of everyday clinical practice, and the
latter reflecting the scientific idealization of careful
and precise measurement.

The fact that agreement between the clinical
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diagnosis and the research diagnosis was higher in
the clinician-structured interviewing condition
(phase one) than in the semistructured interviewing
condition (phase two) implies that typical hospital
diagnostic procedures can be reasonably approxi-
mated in a research study. This is important because
it is precisely this natural, realistic symptom attribu-
tion process (as opposed to the more artificial
process as influenced by semistructured instru-
ments) that needs to be studied. This procedure is
recommended for researchers who want to study
clinical decision making within a context that more
closely approximates an actual clinical setting.

The present study suggests that greater attention
be paid to the interpersonal and cultural aspects of
diagnosis interactions. A promising research strate-
gy is the direct examination of the diagnostic judg-
ment process. Diagnosis is essentially an interaction
between the observational and inferential capacities
of a clinician and the record and interview-based
information provided by a patient. Both biased and
accurate interpretations of patient diagnostic signs
and verbal content originate within the context of an
interpersonal interaction.

Qualitative studies that focus on describing inter-
personal processes should prove useful because they
allow for deeper exploration of phenomena than
can be obtained solely with aggregate summaries.
Such qualitative studies allow for an examination of
clinician judgment strategy and thought process that
is naturalistic, detailed, and framed in the clinician's
own language providing a realistic sense of the com-
plexity of diagnosis. In future analyses of these data,
we hope to illustrate how the combination of quali-
tative analysis and careful research design can yield
a level of detail that facilitates and extends aggregate
findings. Only continuing exploration of the details
of clinical interactions and judgments will clarify
such findings.

Investigating racial differences in diagnostic
process and outcomes should be pursued more
aggressively because it is a specific example of typi-
cal, everyday difficulties of psychiatric diagnosis. It
may be that the usual interpersonal communication
problems and inferences are merely heightened in
the cross-ethnic diagnostic situation. For these rea-
sons, the study and clarification of the processes by
which clinicians deal with the diagnostic challenges
presented by African Americans is a useful, impor-
tant, and clinically relevant research endeavor. Given
the importance of understanding the influence of race

on symptoms and the possibly inappropriate applica-
tion of diagnostic criteria developed from white
patients to blacks, the central issue becomes one of
developing a reasonable approach to the definition
and identification of mental disorder.

There will never be total agreement on the diag-
nosis of African Americans. In instances of diagnos-
tic divergence, it will be difficult to decide which is
"correct," because there is no gold standard. For the
time being and likely into the future, psychiatric
diagnosis will remain a social construction depen-
dent on informed subjective judgment, knowledge
of racial differences, and a comprehensive knowl-
edge of DSM symptom criteria sets. The best solu-
tion is to rely on a diagnostic procedure that inquires
about the entire range of diagnostic categories using
specific diagnostic criteria in conjunction with
instruments that allow enough flexibility to effec-
tively incorporate knowledge and understanding of
the patient's culture.
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Coming this winter.. .
"Take It to Heart": A National Health
Screening and Educafional Project in African-
American Communities
Iris R. Keys
"Take It to Heart" is a community health screening and
education project, jointly sponsored by the NMA and
Bayer Corporation, Pharmaceutical Division, designed to
increase awareness of the prevalence of hypertension and
the risks of coronary heart disease in the African-
American community. Free health testing for hypertension
and cholesterol was provided to six communities.
Participants received an individualized coronary risk
assessment outlining key risk areas, followed by consulta-
tion with an NMA physician.

One thousand six hundred fifty-one individuals between
the ages of 18 and 82 participated. Ninety-five percent were
African American. In a preliminary health history, 76%
reported insufficient exercise, 23% reported a history of high
blood pressure, and 19% had a positive family history of
early cardiovascular disease. Test results revealed 40% of the
participants had a blood pressure >140/90 mmhg, 52%
had cholesterol levels >200 mg, and 42% had a BMI >27.
Based on these results, over 76% were calculated to have a
moderate to high coronary risk profile.

Evaluafion of Low Birthweight in an African-
American Populafion
Irene Ruiiter an Joseph M. Miller Jr
This study evaluates risk factors associated with low birth-
weight in an African-American population. Records of 225
women delivering liveborn nonanomalous infants weighing
<2500 g were reviewed. The next parturient, matched for
race only, of a similar infant weighing >2500 grams consti-
tuted the control. This study was conducted at University
Hospital in New Orleans in 1996-1997.

Mothers of infants weighing <2500 g were more likely to
not have finished high school, to have received no prenatal
care, or five or fewer visits if care was obtained. The mother
was more likely to weigh <60 kg, to smoke, or to have used
cocaine. Parturients of low birthweight newborns were more
likely to have had a prior low birthweight infant and to have
had a birthweight <2500 g themselves.

Regression analysis confirmed the importance of three
associated parameters: no prenatal care, alcohol use, and
low maternal birthweight. Evaluations of low birthweight in
African Americans should consider maternal birthweight.
Efforts to improve pregnancy outcome should be structured in
terms of generafions.
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